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Foreword 



In 1998, Cambodians faced the anxiety of elections and 
subsequent violence on the streets of Phnom Penh; 
Ethiopians saw a fresh war in Eritrea; Bosnians witnessed the 
slow deterioration of the Dayton peace agreement and rising 
tensions in Kosovo and Afghans lived with the continued 
conflict between the Taliban and the old Mujahedeen forces. 
At the same time, Georgians faced more anarchy; Rumanians 
lived with increasing poverty; the Sudanese saw no relief 
from decades of war and famine, and those living in Central 
America witnessed the sheer destructive force of nature. 

People in all these countries have lived for years, sometimes 
decades, in societies torn apart by war. Families struggle to 
care for their children and the elderly while recovering from 
the effects of war, loss and the new crises that often follow. 
While they face the uphill battle of personal recovery, it is 
vital that their society as a whole and its institutions are 
rebuilt as well. 

Every day we witness the remarkable resilience of the people 
in those countries where we work. Most people manage to 
keep their families together and to take care of each other. 
They have suffered, and suffer still, but should not be 
victimised. They are survivors. Systems, structures and often 
the whole fabric of their society have been destroyed around 
them and yet they have survived. Their energies are taken up 
almost exclusively to that survival and there is little left to 
tackle the huge task of rebuilding institutions and systems. 



Functioning and effective health care structures are essential 
to this process of rehabilitation. Both because people need to 
be healthy to rebuild peaceful and productive lives, and 
because creating environments of care is the core of rebuilding 
trust within a community. And trust is the basic element in 
restoring the peace. 

Health care systems, particularly, take dedication, knowledge, 
skills, material means and time to redevelop. It is here that 
external support is both needed and welcome. HealthNet 
International works to support these people in the process of 
developing or rebuilding their systems of health care. This can 
be in situations where functioning care systems never existed, 
in disintegrating states or where populations face a transition 
to unknown new situations. 

In 1998 HealthNet International continued this work, and 
at the same time reviewed its own functioning as an 
organisation. This made 1998 a year of transition for HNI 
itself. In this case, however, it is clear where this transition 
leads us. It leads to a more clear relationship with the main 
partner, Medecins sans Frontieres Holland. It leads to a 
restructured office, new projects, the development of new 
interventions and networks, and it leads to growth. 



have prepared ourselves for this task, by developing the new 
alliance with MSF-Holland, reviewing the office structures, 
and assessing the role of HNI in complex emergencies. At the 
same time we continued our projects in 10 countries. 

We look forward to implementation of these new structures in 
the coming years. 



On behalf of the board 




Chairman 



In an environment of weak states and global economic 
interests crises are still becoming more complex. HealthNet 
faces the challenge to translate its growing experience in the 
area between emergency and development to appropriate 
interventions in a wide range of circumstances. In 1998 we 



Ht althlMet International 
IVI ssion Statement 



Purp( se 

Healths et provides assistance to people in rebuilding or 
adaptin i their health care system in contexts of complex 
crises. I ealthNet activities start from the conviction that all 
citizens of the world are bound by solidarity to all other 
people, regardless of their creed or whereabouts. People living 
in unsti ble contexts, coping with the effects of conflict, 
natural or man-made disaster, are vulnerable but at the same 
time of L^n show surprising resilience. HNI addresses this 
vulnera )ility and resilience in assisting people in developing, 
rebuild] ig and managing their own systems of health care. 
Using a holistic definition of health, HNI strives for healthier 
Individ als, groups, and communities. The goal is to enable 
people 0 make their own decisions and act upon them. 
Respect for human rights and local culture are preconditions 
for any acceptable public health system. HNI works with the 
local p( pulation to develop creative solutions for the potential 
tension between these values. 

Helpiig people to help themselves 

Healthr et specialises in helping people to help themselves, 
and su} ports them in developing the capacity needed to make 
the cha iges they want. HealthNet activities are therefore 
undert^ k:en in collaboration with local partners. 



The emphasises is on strengthening the resilience and effective 
coping styles in individuals, groups and society. The people 
that are coping with the effects of conflict and chronic 
instability are actively involved in developing and managing 
their own appropriate health system and gaining access to 
state services. 

The presence of HNI is defined by the needs of the population. 
HNI comes in at the. request of governments, organisations, 
or the people themselves. HNI strives to use local, regional and 
global networks of professionals to match the human resources 
locally available. Sustainable capacity building is an important 
aspect of the intervention. Working with local capacity and 
expatriate involvement is carefully balanced in the process 
of installing self-rehance. The commitment in time and 
professionalism is reflected in working with senior, 
experienced and professional staff. 

Approach 

Networking is at the core of the HNI approach: locally, 
regionally and internationally. HealthNet is committed to 
accountability towards all stakeholders in the process of 
assisting people: the donors, strategic and implementing 
partners, and not least to the populations HNI works for. 
Partners include local organisations, international 



implem enting agencies and academic institutions in different 
countri ?s with higher or lesser degrees of industrialisation. 
Partner organisations are to be found in the field of emergency 
organisations (a special strategic alliance with MSF-HoUand), 
as well as the fields of science and development. 
The pre fessional skills of these partners help HNI to offer the 
best po >sible assistance, in a wide range of speciahsations, 
to peop le who are reshaping their society and their health 
system* . At the same time, this network is helpful to 
dissemi nate information of relevance for advocacy and 
contint ous improvement of strategies for help in complex 
emerge icies. 



HcalthlMet in 1 998 



1998 > been a year of transition for HealthNet in many 
ways. H ?althNet International originated in 1992 out of MSF 
Holland It was a response to the need to create appropriate 
answers to the needs in complex emergencies. Bridging the 
gap bet /een relief and development requires an appropriate 
respons .. HealthNet took over projects from MSF Holland, 
and de\ sloped these projects further according to the needs. 
Througl out the years, HealthNet gained more expertise in 
various post-conflict' settings, and in the practicalities of 
taking ( v^r projects. 

The pos -cold war years taught that weakened states in an 
internal onal power-vacuum can give rise to local conflicts 
that fol' :)w different lines and include different risks than was 
conceiv ible in the era of power-blocks. Long-term slumbering 
conflict can suddenly erupt in violence, then seemingly cease 
to be re evant, and suddenly re-erupt with a vengeance. 
Afghan >tan, Burma, Burundi, Ethiopia, Indonesia, Rwanda, 
Somalic Sudan, and Sri Lanka are examples. The so-called 
'grey zc le' between relief and development needed rethinking. 
There is no simple chronological order between emergency, 
relief, a id development. HealthNet needed to rethink its 
mandat in the context of complex situations, and accordingly 
reconsi( er the practical relationship with MSF-Holland. 

In early 1998, the International NGO Training and Research 
Centre ( NTRAC) assessed the relationship and future potential 
of colla loration between HealthNet and MSF-Holland. The 
boards if both HealthNet and MSF-Holland adopted the 
"Ahianc :• Option" that was proposed by the assessors. The two 



organisations are now working towards a special partnership, 
a strategic alliance, which enables each of the two 
organisations to respond more adequately to the complex 
crises in the world today. A complementary approach to 
complex emergencies within a strategic alliance will lead to 
results that are more than the sum of MSF and HealthNet 
interventions. 

Reflecting this new phase in its existence, the board of 
HealthNet rearranged itself. After having guided HealthNet 
International through most of the first seven years of its 
existence, Mr Peter Meyer Swantee handed the responsibility 
of the chairperson over to Mrs Yvonne Baune. She will guide 
HealthNet International through the phase of independent 
partnership in the new alliance. To the benefit of HealthNet, 
Mr Peter Meyer Swantee's experience will be preserved for the 
organisation in his position as vice-chairman. The director, 
Dr Egbert Sondorp, left the organisation in February to pursue 
other goals abroad. Mr Vincent Faber took over as interim 
director and successfully steered the organisation towards 
October, when Mr Willem van de Put started as the new 
HealthNet International director. 

Amidst all this change and planning HealthNet International 
continued its activities in 10 countries. Assistance is given 
with the aim to help local people, organisations, or 
governments in establishing appropriate, accessible, reliable, 
affordable and effective health services. In periods of 
transformation, the necessary staff to design and implement 
appropriate interventions may need to be recruited 



interna ionally. HealthNet International strives to create cross- 
countn networks of local experts. Working on another way of 
Integra ing international expertise with local experience; 
HealthI fet International creates networks of trained people who 
are wil ing and able to contribute to interventions in various 
countri *s. 

Inter lal organisation 

Following the assessment done in the beginning of 1998, 
HealthI let started to design its plan for the future. In order to 
develop further as an interdependent organisation, HealthNet 
strives o reach a volume which secures the commitments 
made t' > target populations. These commitments entail 
fmanci il stability, a continuous pool of expert human 
resourc 'S to draw from, and well established links with centers 
of expe rtise to back up adequate response to public health 
challen ^es in complex situations. Managing about 30 projects 
with a /early turnover of about Hfl 25 million is believed to 
be a cr tical mass for HealthNet International: big enough to 
safegUc rd commitments made, and small enough to remain 
innova ive in its approach. In the next four years, HealthNet 
Interna ional will strengthen its quality in the office, in the 
field, a id in the operational availability of its networks in 
order t< > reach these goals. In a strategic partnership with 
MSF-H )lland, HealthNet International will develop 
implem anting partnerships with centres of specific expertise 
around the world. 



The role of the office vis-a-vis the projects will be reviewed, 
with an emphasis on support rather than control. To further 
capacity building in the field, responsibilities need to be ^ 
carefully delegated. International as well as locally recruited 
staff will be supported in professional development. Conditions 
of service as offered by HealthNet International will be 
checked for competitiveness. Working with local capacity and 
networks should be more than an empty statement. The 
assessments presently undertaken need to look into the option 
of recruiting local staff and working with existing local 
organisations. Regional networks need to be installed and 
managed by people with excellent knowledge of the local 
context. 

Projects 

At the beginning of 1999, HealthNet International had 
13 projects. During 1998, HealthNet International sent 
40 expatriate professionals from 15 nationalities to 
12 countries. All projects are set in a context of complex 
crises. In some areas, conflict is continuing, in others, a 
process of reconciliation seems to result in steps towards a 
more stable situation. This poses some special challenges to 
the implementation of projects. 

Identification of effective and reliable counterparts becomes 
a special strategic choice in a situation where there is no clear 
view on who local and national authorities are. Donors are 
interested in the concept of working between emergency 



respons : and development co-operation. The need is seen, but 
the fun ing mechanisms have often not yet been properly 
adaptec HealthNet's expertise is offered in the debate on new 
models 'or the international community's response to complex 
crises. 

In these complex situations that form the background to 
Health^ et's activities, counterparts have to cope with the 
conseqi ences of severe social disorder. Psychosocial problems 
are pre^ alent in all project sites. It remains important to realise 
that all populations we work with need to come to terms with 
the pas . This applies to the 'target population' but also to 
individi al counterparts in the projects. A specific awareness of 
this siti ation helps in understanding some of the problems in 
project mplementation, and leads to an emphasis on the 
reconst uction of trust in communities and societies we 
work ir 

A parti' ipative stance in the development of civil society and 
human rights issues is the next step. In the HealthNet 
approai h, working with and through the population in 
unstabl : situations includes the aim to contribute to self- 
relianc( . HNI strives to assist people in regaining improved 
control over their own fate. 

In Afg lanistan, a health care system supported by the local 
populai on is being established in a way that challenges the 
black-a id-white views on working in unstable .areas. The 
Malaria Control programme in Pakistan and Afghanistan is 
beginn ig to develop into a regional center of excellence. In 



Cambodia, the expertise of HealthNet International in 
implementing health reform on district level is recognised by 
the Ministry of Health and the Asian Development Bank, who 
granted a new project to HealthNet International. In Peru, 
villagers begin to build trust after years of fear of the Sendero 
Luminoso. In South Sudan, HealthNet supports 31 NGOs in the 
battle against river-blindness. In Ethiopia, health care for the 
displaced around Addis Ababa was further developed, and 
preparations started for the work in Beni Shangul. In 
Mozambique, co-operation with four districts in Nampula 
resulted in extension of the project. In Rwanda HealthNet 
supported rehabilitation care for victims of the genocide, and 
in Rumania a local organisation was further developed. In 
Bosnia psychosocial support was further integrated in the 
national health system. 

The plan is to extend considerably, in order to reduce 
vulnerability of the organisation and its projects (spread risks), 
to better utilise capacity at the central office, and to create the 
conditions for change. New projects offer the possibility to 
make a fresh start in human resource policy, project 
management, and raising the profile of HealthNet 
International. Assessments are underway in Eastern Europe 
and the former Soviet Union, the Great Lakes area, and 
Central America. 

In the Great Lakes area, an assessment will lead to a clear 
strategy for HealthNet International. The strategy defines the 
projects. An example in Rwanda is the need for a long term 
psycho-social rehabilitation programme. Health reform is 



anoth( r issue in the region, and HealthNet International will 
be pro -active in its approach towards the different levels in the 
differe nt countries, as well as donors. 

Preser tly HealthNet and MSF-Holland are assessing the 
option > of extending a successful approach to AIDS/STD 
prever tion in Russia, the Ukraine, Mongolia, Georgia and 
perhai s other parts of the former Soviet Union. MSF-Holland 
develc ped an approach in Russia that is now requested by 
other : tates. The idea is that HealthNet International takes over 
the ex sting project, and works towards locally appropriate 
intervi ntions based on the tested modules in Russia. 

In Cen tral America a whole range of projects is presently 
formu ated, following joint assessments of HealthNet 
Intern itional and MSF-Holland. The hurricane Mitch disaster 
showe i the need to strengthen local organisations in 
emerg 'ncy preparedness. 

Fina ice 

Throu] ;h 1998 the organisation has continued to grow in terms 
of ove -all income and expenditure. Income has increased by 
26% 1 1 NLG 10.4 million and expenses by 21% to 
NLG 1 ).2 million. 

In 19S 3, support from the Netherlands Government has 
increa ed significantly. Support for the program in Angoshe, 
Mozar ibique was renewed with a three-year grant. 



Furthermore we have received new grants for programmes in 
Bosnia, Afghanistan and Cambodia. Netherlands Government 
grants made up 38% of all new grants signed in 1998. The 
work of HealthNet is made possible by institutional donors 
such as the European Union, The Government of the 
Netherlands, MSF-Holland, ICCO, and private grants. 
Substantial private donations were received from 'Stichting 
OPTIMIX' and VISIO. The latter supports the river-blindness 
project in South Sudan. These private contributions have not 
only helped the beneficiaries, but also strengthened the morale 
of the HealthNet teams. 

In October 1998 HealthNet successfully tendered for a 
contracted four-year pilot project "Basic Health Care" in Prey 
Veng district in Cambodia. The contract, signed in December 
between HealthNet and the Cambodian Ministry of Health, is 
financed by a loan from the Asian Development Bank. This 
tendering procedure is a novelty in Cambodia. Commercial 
organisations were excluded in favour of non-profit NGO's 
with a track record in Cambodia. In itself this procedure shows 
a new trend in the funding of humanitarian work. Next to 
funds received from a typical emergency donor such as ECHO, 
this pilot tender shows the variety as well as the potential 
confusion in the area between relief and development. 

One of the outcomes of the assessment of HealthNet as an 
independent, allied partner of MSF-Holland, is that HealthNet 
will review its fund-raising strategy. In the course of 1999, 
a beginning will be made with the development of a new 
strategy. The challenge will be to secure sufficient private 



funds t( cover indirect project costs. These indirect costs were 
reduced further in 1998 to somewhat less than 12%. 

Outlook for 1999 

Throug] out the years HealthNet has developed a growing 
expertie ? in identifying needs in populations at risk. Catering 
for thes ! needs is often delicate, since the context is in the 
'grey zc ne' between open conflict, recurrent violent outbreaks, 
and sus ainable rehabilitation. HealthNet was created to work 
in exac ly this context. Health systems (re) development, 
strengtl ening coping and self-reliance, and working with local 
capacity are key elements in HealthNet's work. 

In the c )ming years, HealthNet enters a new phase in its 
relation with MSF-Holland. The foreseen alliance aims at 
improvi ig the delivery of quality assistance for populations in 
danger n various stages of the cycles of violence. HealthNet 
has stai :ed the process of reshaping itself in order to face this 
challeni e. Learning from the combined experience of 
Health^ et as an institute and the experience that exists in the 
many g oups of survivors we have come to know, we try to 
fulfil th ; moral obligation to come up with better answers for 
people iving in conflict zones and disaster areas. 
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Afgh a n i s ta n 

Fighting a destructive disease 

Kabt I, the capital of Afghanistan, is a city in ruins. After years of conflict, httle remains that 
has 1 ot been destroyed, looted or badly damaged. Those who have not fled the city live in 
abje( t poverty with little in the way of sanitation or health services and only sporadic 
supp ies of food, fuel and shelter. Such services as did exist were provided by non- 
gove nmental organisations. These too came to an abrupt end when most organisations were 
final y forced by the Taliban rulers to abandon the city in the middle of the year. 

Providing protection against the sandfly bite is the primary 
means of prevention. Male and female Ministry of Public 
Health staff, trained and supervised by HealthNet, worked with 
the worst affected communities promoting the use of bed-nets 
and the spraying of houses with insecticide. Both methods 
proved very popular with the communities and highly 
effective with over 200,000 people receiving some protection. 
Surprisingly, in a city where in theory women are not allowed 
on the streets, the majority of those buying bed-nets were 
women. 

A specialised treatment centre, set up in the most densely 
populated area of the city in collaboration with the Ministry 
of Public Health, also proved very successful. Over 2,500 new 
cases had been treated in 1998 before HealthNet, like all other 
NGOs in Kabul, was forced to interrupt its operations. Priority 



Any p; aspect of recovery in the city is a long way off. The 
condit 3ns are ripe for epidemics and it is no surprise that the 
last fo ir years have seen an explosion of cutaneous 
leishm miasis. Transmitted by the simple bite of a sandfly, 
leichm iniasis causes chronic ulceration that eventually heals 
to lea\ ? scarring and deformity, especially on the face. The 
diseas( brings with it a strong social stigma with many 
suffere 's finding themselves excluded even from their own 
famili( Treatment is expensive and time consuming and 
existir ^ clinics have few resources. Monitoring and prevention 
strateg es are non-existent. 

Health ^et surveys conducted in 1997 showed that 30% of the 
poores communities and 5% of the overall population of 1.2 
millioi people in Kabul have active leishmaniasis. 



PROJECT TITLE Leishmaniasis 
control programme in Kabul 

LOCATION Kabul, Afghanistan 

START DATE December 1996 

TARGET POPULATION Local 
population of Kabul - approximately 
1.2 million 

PARTNERS Ministry of Public 
Health, WHO, WFP, 
Pharmaciens Sans Frontieres 

FINANCED BY Norwegian Church 
Aid, ECHO 



was gi en to the most severely affected patients and to those 
in the 'arly stages of the disease with equal numbers of men 
and w< men being treated despite increasing restrictions on 
female staff. 

Follow ng two visits by a joint HealthNet/WHO consultant in 
Decem )er 1997 and May 1998, HealthNet's team produced 
standa d guidelines for treatment which have been accepted 
for use by all those involved in health in the city. 

Health Jet also conducted an in-depth study on the 
devast ting social impact of the disease. With many people 
wrong / believing that it is transmitted by personal contact, 
those 5 liffering from the disease are ostracised. Men are 
exclud 'd from work or social contact and women forbidden to 
fulfil t leir normal domestic role of cooking, cleaning and 
child c ire. Clearly, the suffering and economic burden of the 
disease could be dramatically reduced through an effective 
and ap propriate health education campaign. Establishing a 
center for the treatment of a disease with obvious social 
impaci adds to the normalisation of daily life in war-torn 
Kabul. 

Despit the abrupt interruption to the work, much of it 
contin les to have an impact. Suffering of patients has been 
reduce i or avoided altogether through treatment and 
prever l ion. HealthNet is continuing to support the dedicated 
Afgha I staff who have remained in their posts. The staff keeps 
the cli lie operational, and we look forward to resume the 
prever don and capacity-building efforts. 



Afgh a n i s ta n 

Improving the quality of health care 

Afte over 20 years of war, Afghanistan is still not completely free of conflict. However, with 
the 1 aliban now controlling over 90% of the country, relative peace and security is now being 
re-e^ tablished in many areas. 



At the same time, there is no real functioning civil 
admin stration and many local professional people have fled 
the CO intry. In fact, the country has been completely 
devast ited to the extent that the population has had to 
becom ? totally dependent on external support. 

Just 2 o/o of people have access to health services, 13% to 
adequ te sanitation and 23% to safe drinking water. Infant 
and u] der-5 mortality rates are high and maternal mortality, 
at 1,7( 0 per 100,000, is the second highest in the world. 
Pregn; ncy and labour are considered risky for Afghan women 
due b( th to the high fertility rate and to the fact that trained 
health personnel attend just 9P/o of births. Mother and Child 
Healtf services themselves reach less than one third of the 
femah population. Overall, quality health care, low as it is, is 
poorl} monitored and badly managed. 

Diffici It and unexpected funding problems for the Health Care 
Suppc t Project in 1998 meant that HealthNet could not 
implei lent any new expansion activities in the cluster districts. 



Instead, HealthNet had to rely on funds remaining, cost 
sharing income, contingency funding and community 
contributions to continue its existing work without 
compromising the high quality of the health care. This has 
focused on the Ghani Khel rural hospital, six Basic Health 
Centres, two clinics and two Health Sub Centres. Having to 
deal with this temporal set-back emphasised the value of the 
programme as a model for filtering effective styles of 
participation of people in their own health care system. 

Supervision and monitoring took place at the district level 
through the Cluster Health Management Team, a management 
structure established by the project. At the community level, 
26 Traditional Birth Attendants (TBAs) were trained and are 
now working in their villages alongside the 53 TBAs and 83 
Village Health Volunteers who have already undergone the 
training. The community itself contributes up to half the cost 
of medicines and pays other fees for services. Donations in 
kind obviously proved crucial to the sustainability of this 
project. 



AFGHANISTAN 



PROJECT TITLE Health Care 
Suppo t Project, Eastern Region, 
Nanga 'har 

LOCA" ION Nangarhar Province, 
Easter i Region, Afghanistan 

START DATE September 1995 

TARGIT POPULATION 

* Popi lotions of six districts and 
internj lly displaced living at 
Hesar; hahi camp - total 
appro) imately 350,000 people. 



PARTNERS Ministry of Public 
Health, United Nations Agencies, 
Non-governmental Organisations 

FINANCED BY MSF Holland, 
European Union/DGI, Dutch 
Government, German Agro Action, 
UNDCP, UNHCR and WHO 

PROJECT STAFF At the end of 

1998, there were 350 staff working on 
the project, of which 98 were female. 



Nangarhar 
province 



*For the ( fbstetrics and Gynaecology and 
Paediatric i units of the university hospital, 
the target population is all three provinces 
wth a po ulation of 2,200,000. 



It is cr ;icial for a project of this type to have good links with 
other 1 artners working in different but relevant fields. 
Health 'Jet therefore continued to establish and strengthen 
existin links with those involved in areas such as food 
securit /, water, physiotherapy and disease control. 

In Au^ list 1998, HealthNet began its support to the Obstetrics 
and G; naecology unit of the university hospital in Jalalabad 
city. T lere are only three hospitals offering obstetrical care in 
the Ea tern region, two of which are run by non-governmental 
organi lations and faced many funding difficulties. As a 
goverr raent unit, the university hospital was also working 
with si vere financial limitations. However, with HealthNet's 
suppoi t, financed by the Dutch government, it is able to offer 
high q lality specialised care to the women and children in the 
region The support also ensured an ideal working 
enviro iment for the female unit staff and the unit's 
perfon lance showed a marked increase. A cost-sharing scheme 
has be :n introduced to ensure sustainability in the future. 

FollovN ing the phase out of the Help Afghan Foundation at the 
end ol the year, HealthNet began providing similar support to 
the ho ipital's Paediatric unit, the only such unit for children in 
the en ire region. 
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PROJECT TITLE Providing 
community-based mental health 
services in post-war BiH 

LOCATION Federation of BiH: 
Cantons Sarajevo, Zenica-Doboj, 
Middle Bosnia 

START DATE April 1998 

TARGET POPULATION All those 
\N\th war-related trauma and other 
psychosocial problems 

PARTNERS Cantonal Ministries 
of Health 

FINANCED BY Dutch Government, 
MSF Holland 



Bosnia-Herzegovina 

Healing the mental scars of war 

Elect ons held in September 1998 revealed the different concerns of the people, with more 
toler int voting in the Federation but increased support for nationalist parties in the Republika 



Srspl :a and Croat pockets. 



While here is increasing freedom of movement throughout the 
countr incidents of violence and harassment between ethnic 
groups continue and there violence occasionally flares up, 
partici arly when refugees and displaced people return. During 
1998, tie problems have increased with the influx of tens of 
thousa ids of new refugees from Kosovo. 

Menta health experts estimate that over a million people in - 
Bosnia a Herzegovina (BiH) are suffering psychological 
traumi . Until now there have been no adequate services 
capabl ' of dealing with the vast number of war and post-war 
relatec problems. The conflict itself saw health care facilities 
destro; ed and many health professionals flee the country. 
What emains today of the pre-war drug-focused mental 
health care system has proved insufficient. 

Currer :ly the whole health system is in a process of reform 
and re labilitation but progress is slow and mental health care 
is not :onsidered a priority. In 1996 the World Bank started a 
projec aiming at the establishment of 38 Community-Based 



physical as well as psychosocial Rehabilitation centres (CBRs). 
Especially the development of functional psychosocial CBR 
centres proves seriously problematic and the first centres only 
began to operate in early 1998. 

Although most of the CBR centres have now been 
reconstructed and equipped, it will take a long time before the 
centres will be able to meet the needs of the population 
because of limited resources, such as an appropriate budget, 
qualified staff, expertise and equipment meet the needs of the 
population. 

In 1998, HealthNet took over a mental health project 
developed by MSF during the war from 1994 onwards. The 
project provides counselling services through ten centres in 
Sarajevo, Zenica-Doboj and Middle-Bosnia. Most centres also 
provide outreach activities to more remote areas where people, 
especially refugees, have no access to adequate mental health 
services. Since the hand-over to HealthNet, over 4.000 new 
cases have been taken on; about half are children. 



PR0JE :T TITLE Strengthening 
Commi inity Mental Health Centres 
in BiH 

LOCAl ION Federation of BiH and 
Republ ka Srspka 

START DATE AprihggS 

END E ATE March 1999 

TARGE r POPULATION Staff of 40 
Comm inity Mental Health Centres 

PARTf iRS Ministry of Health, 
MSF B llgium, Caritas Denmark, 
SWEBH,WHO 

FINA^CED BY ECHO, 
MSF h olland 



PROJECT TITLE Improving 
psychosocial care for paediatric 
patients in hospitals in BiH 

LOCATION Kosevo Hospital, 
Sarajevo 

START DATE August 1998 

TARGET POPULATION Paediatric 
patients in Kosovo Hospital 

PARTNERS UNICEF, Wilhelmina 
Ziekenhuis Utrecht, Paediatric 
Association for BIH 

FINANCED BY UNICEF 



BOSNIA- 
HERZEGOVINA 




Adriatic Sea 



Apart rem providing counselling services, it is also important 
to pro] lote a much wider awareness and understanding of the 
sympt( ms and effects of trauma and promote coping 
mecha lisms. Therefore staff members organise psycho- 
educat onal activities in schools, hospitals and other 
institu ions and radio broadcasts on trauma and related mental 
health ropics. Both clinical and management training is also 
provid d to the staff of the counselling centres. 

A mor toring system, set up and supervised in collaboration 
with t] e University of Utrecht, provides valuable 
epiden iological data on the psychosocial and mental health 
proble ris in Bosnia as well as on the output and impact of the 
centre . 

The pi >cess of integrating the project into the formal health 
systen began in 1998 and will continue in the coming years. 

Septei iber 1998 saw the launch of a nation-wide mental 
health training programme. Co-ordinated by HealthNet, the 
aim is to provide relevant training to the majority of the 400 
staff 1 lembers of the CBR/Community Mental Health Centres 
in boi 1 the Federation of BiH and Republika Srspka. Organised 
in clo e co-operation with the Ministry of Health, the Federal 
Ment; i Health Expert Group and several international 
orgar sations, the training involved over 30 national and 
interr itional training experts. The project is funded by ECHO, 
who ^ ill also support a follow-up on the training between 
April md October 1999. 



A three month pilot project to improve the psycho-social care 
of young children in hospitals was launched at the Kosevo 
Hospital in Sarajevo in August 1998. Working in partnership 
with UNICEF, the Wilhelmina Hospital in Utrecht and the 
Paediatric Association of BiH, HealthNet will extend the 
project to five more hospitals over the next two years. 



Cambodia 
Banteay IVIeaTichey 

Providing vital health training 
and education 



Seve al decades of war, have left Cambodia's infrastructure badly damaged, its social and 
econ. imic situation seriously hampered and its people decimated. In the north-western 
provi tices, long plagued by insecurity and poUtical infighting, the real need for humanitarian 
assisiance is particularly marked. Here, too, the population live with continued disturbances of 
the r. sistance forces who joined the Khmer Rouge in the forests after the elections. 



Camboi 
to den^ 
infectio 
infectio 
prevale 
Women 
pregnar 
commoi 



ia's infant mortality rate is extremely high, mainly due 

ie haemorrhagic fever, acute respiratory tract 

IS, diarrhoea and vaccine-preventable diseases. With 

IS diseases such as tuberculosis and malaria also 

t, aduh morbidity and mortality rates are equally bad. 

particularly are at risk with numerous and close 

:ies, malnutrition and poor hygiene practices 

place. 



HealthN 't has been active in Banteay Meanchey since 
Februar 1996 with the aim of ensuring that government 



health staff are able to provide quality health care and to help 
the people improve their health. Intensive training to health 
care, staff and the rehabilitation or building of health centres 
are the two core means of achieving this aim. 

The year saw the construction of a further two health centres 
and the transition of two former district hospitals to become 
health centres. The six HealthNet supported facilities in total 
are running well and providing vital services to the 
communities. 
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PROJECT TITLE Step by step - 
together on the road to health' - 
Supporting Public health services 

LOCATION Banteay Meanchey 
Province 

START DATE February 1996 

END DATE March 1999 

TARGET POPULATION 1,028 
health staff and 74 traditional birth 
attendants directly, and 373,500 
population indirectly 

PARTNERS Provincial Health 
Department and other NGO's 



CAMBODIA - 
BANTEAY MEANCHEY 




FINANCED BY ECHO 



At Pr( vincial level, HealthNet's support has enabled nearly 100 
staff i 1 1 2 health centres undergo basic training. These 
numb' rs were made possible through the building of a 
dormi oiy at the Provincial Training Centre which has meant 
that tl ose from the more remote areas are now able to attend. 

With : exually-transmitted diseases spreading at an alarming 
rate, t le need for training in up-to-date methods of treatment 
was cl i'ar. HealthNet organised a week-long course for 20 
midwi /es and doctors at both provincial and district levels. 



However, the number of actual births attended by midwives 
was low, at 14.9%. A health centre, built by HealthNet in 
Tapho village, was completed in June and 26 new traditional 
birth attendants trained in modem birth practices. 

After three years in Banteay Meanchey, there are still areas of 
concern and HealthNet will shortly begin a comprehensive 
evaluation of the project. 



Furth( r training was also provided to update the skills of seven 
labors ory technicians and, working with SILAKA, a Khmer 
NGO, n management, supervision and administration. 



At dis rict level, in Preah Net Preah HealthNet renovated the 
tuberc ilosis and obstetrics wards, built a district pharmacy 
servin ^ the whole district and an operational district office. 
Here, he fact that the local population was making increased 
use ol the health services was reflected in the fact that nearly 
a thin of all births were attended by trained midwives. 



This i iprovement also showed in Phnom Srok district, where 
outpa ient figures increased significantly and the incidence of 
dengi: ? haemorrhagic fever reduced. Almost half of all births 
were ; ttended by midwives. 



Techn cal and managerial support was provided to 33 health 
staff c cross the Thmar Pouk district. HealthNet midwives 
organ sed a successful campaign to increase birth spacing. 



Cambodia 
Svay Rieng 

Developing basic health care 
for the rural population 



Caml odia is slowly recovering from years of war and conflict. Today it struggles to cope with 
a po( r infrastructure, low socio-economic development, under- developed health and education 
servi :es and a lack of skilled and educated people. For the rural population, the situation is 
made even more dangerous by the ever-present threat of landmines. 



The br 'akdown of a fragile coalition between the warring 
parties in 1997 brought political instability and occasional 
fightir ^ in western Cambodia, pushing new refugees across the 
border into Thailand. With the death of Pol Pot, the former 
leader :)f the Khmer Rouge, and the formation of another 
coaliti m government following the general elections, the 
politic il situation had stabilised again by the end of the year. 
There ippears to be a real commitment to working towards 
democ acy and reconciliation. 

The g( ^emment health services and the health of the 

popuk tion as a whole are still suffering the effects of the civil 

war. Il fant and maternal mortality rates are among the highest 



in the world. Most people do not have access to basic health 
services and rely instead on self-medication, traditional and 
private practitioners. This is serious in a country where 
common diseases such as malaria, tuberculosis, diarrhoea and 
respiratory illnesses are widespread and severe, and the 
situation is made more alarming by the recent rapid spread of 
sexually-transmitted diseases including AIDS. 

In the light of this, 1996 saw the Ministry of Health start a 
major reform of the public health services. In Svay Rieng 
province, the provincial health department is working with 
HealthNet and UNICEF in a real effort to implement these 
reforms. By the end of 1998, many of the health centres 
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CAMBODIA-SVAY RIENC 

PROJECT TITLE Institutionalising 
mother and child health care in Svay 
Rieng Province, Cambodia ' 

LOCATION Svay Rieng Proviace, 
Cambodia 

START DATE January 1994 

TARGET POPULATION 470,000 

PARTNERS Provincial health 
department, UNICEF 

FINANCED BY DGIS, MSF 
Holland, British Embassy, 
German Embassy, Canada Fund 




plann d for are now operational. It is an important step but, 
with t le health services clearly in a state of transition with 
both ( Id and new systems co-existing, more work needs to be 
done. 

Durin , 1998 HealthNet continued to build on its previous 
achie^ ements, developing services at health centre level and 
emphi sising the provision of good quality health care for 
moth( rs and their children. The focus has been on directly 
invoh ing the communities themselves in the provision of 
comm inity-level health services. By doing so, HealthNet is 
aimin ; for the widest possible coverage, particularly for the 
poore t half of the population. 

Nurse and midwives from 12 new health centres were given 
both ( linical and management training to enable them to 
provi( e the best possible services to the rural population. 
Seven new health centres became operational and six more 
were . bout to open at the end of the year, bringing reliable 
healtl- care to large sections of the population. 

With 10 government budget to pay for basic running costs, a 
co-fir ancing system has been established at each new health 
centn Each one also now has a community co-management 
comn: ittee whose members have been trained by HealthNet to 
help t lem be as effective and proactive as possible. 

Also ; t community level, 147 traditional birth attendants were 
traine 1 to enable them to provide a safe and skilled service to 
wome 1 in labour. A further programme was started to build 



effective working relationships with other health practitioners 
at village level which led to several workshops attended by 
traditional healers and private practitioners. 

HealthNet continued its support to the Mother and Child 
Health (MCH) activities in the province. The MCH advisor 
trained staff from the obstetric ward of the provincial and 
referral hospital. As a result, emergency obstetric care and care 
for new-borns have both shown a marked improvement. At the 
same time, regular supervision and training for health centre 
midwives has meant that the ante-natal and family coverage 
rates achieved last year have been maintained. 

1998 was a difficult year with elections, insecurity and a lack 
of budgets which adversely affected the health services. 
However, with a new government now in place and 
developments looking positive, 1999 may well see the 
coverage of services improve again. HealthNet will continue to 
work in Svay Rieng province for another two years focussing 
specifically on capacity-building in management, health centre 
development and community-based approaches. 






Ethiopia 



Training local IMGOs to meet 
local needs 



In Mj y 1991, the 17-year Mengistu regime collapsed and the Ethiopian Peoples Revolutionary 
Demc cratic Front marched into Addis Ababa. The transitional government then installed was 
repla ed in 1995 by a democratically elected government. Today, the Ethiopian Ministry of 
Healt 1, along with the entire country, is being restructured and cannot yet provide adequate 
healt] I care services to the population. 



In this ituation, both access to and the standard of medical 
care ca i be markedly improved if local experts and the 
commu lities themselves are involved. In the poor suburban 
areas o Addis Ababa, people are increasingly finding 
themse /es with insufficient land to meet their needs and 
withou any hope of finding alternative employment. It is here 
that lo( il NGOs can play a key role and some have already 
begun rojects to help those in greatest need. 

Althouj h Ethiopia's health care policy aims to provide similar 
standai is of care to both urban and rural populations, most 
health are planning has taken place from the centre out. In 
reality his means that central demands are met first, regional 
deman( s second and those at the. furthest edges come a poor 
third. / s a result, the government-run health units in the 



furthest reaches of the country are grossly under-funded and 
the population they exist to serve has little faith in them. Not 
surprisingly, morbidity and mortality rates are high. 
Local NGOs have started projects to improve the quality of 
health services firmly based on the active involvement and 
participation of the communities. 

One such NGO, Health Aid Ethiopia/Integrated Community 
Development (HAE/ICD), has been working in Akaki-Kaliti 
since 1995. Using a small health cHnic as a base, it provides 
central health care and outreach services to the community. 

Initially supported by MSP, the project was handed over to 
HealthNet in May 1997. The aim is to provide the organisation 
as a whole and individual staff with the skills, expertise and 
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ETHIOPIA 



PROJECT TITLE Co-operation 
HealthNet International - Health Aid 
Ethiopia/Integrated Community 

LOCATION Akaki-Kaliti area (zone 
6 or region 14, Addis Abeba) 

START DATE May 1997 

TARGET POPULATION Indirectly 
115,000 people and directly the 
24staffof HAE/JCD 

PARTNERS Health Aid 
Ethiopia/Integrated Community 
Development 

FINANCED BY Medecins sans 
Frontieres-Holland 




resou ces to be able to offer an efficient and locally relevant 
healtl care service with which the communities themselves are 
active y involved. 

As su h, HealthNet has provided specific training to key 
.HAE/ L'D staff on planning, implementing and managing 
healtl services, establishing outreach services and involving 
the c( inmunity in health plans and activities. Equally 
impoi ant, administrative training in effective organisation 
mana ;ement and establishing a competent and operational 
fmanc ial system was also provided. 

In ad( ition, those staff responsible for providing the outreach 
servic 's were trained in the effective supervision and set up of 
comn anity-based primary health care. HealthNet also provided 
suppc t to HAE/ICD's 1998 national polio vaccination 
camp; ign. HealthNet International provided financial support 
to HiA B/ICD for payment of local staff salaries, overhead costs, 
drugs a medical supplies, and fuel 8t maintenance for their 
vehic; 

Succe .sful strengthening of local capacity depends on many 
aspec s. Although, in the short term, HAE/ICD's activities had 
a pos ive impact on the health status of the target group, it 
was d ^cided not to continue to support the NGO after the end 
of the project period, 31 December 1998. The NGO suffered 
from ontinued serious internal difficulties at managerial level. 
This \ revented HealthNet International from accomplishing a 
sustai lable improvement of the capacity of HAE/ICD - and 
enabl d HealthNet to learn lessons in balancing management 



and technical capacity of local partners. 

In the first half of 1999 HealthNet International will start to 
improve the mother and child health services in Beni Shangul 
region, an extremely underserved and marginalised area in 
Western Ethiopia. HealthNet International will be the first 
international NGO to operate a health care project in this area. 
In addition to this, following an evaluation of the Afar 
Pastoral Development Project by the European Union, 
HealthNet International received a request from the Afar 
regional authorities to follow up the previous activities in the 
area. Discussions with the region about a renewed commitment 
are currently on-going. 



Georgia 



Supporting health sector reform 



Georgia has been beset by serious economic decline since gaining independence in April 1991. 
It wa? a situation that was further worsened by major military conflicts in South Ossetia and 
Abkhazia which left some 280,000 people displaced. In May 1998, a further 40,000 people 



from Abkhazia fled the region. 

Since r 95, however, the security and economic situations 
have ge lerally stabilised and Georgia is now clearly in its 
'second phase' of economic reform. Much still needs to be 
done, h iwever, particularly in the areas of structural, 
instituti mal and legislative reform if the country is to be able 
to susta n this growth and fight the ever-present poverty of its 
people. 

When i was part of the Soviet Union, Georgia's health care • 
system vas controlled from the centre. After independence, 
therefo] the country simply did not have the resources to 
maintai i the delivery of free care and the health system failed. 
In 199E in collaboration with the World Bank, Georgia began 
a series of well-intentioned health care reforms with the aim 
of dece itralising the management. In practice, however, 
consist( tit funding shortfalls have hampered these reforms. 
Directo s and other health professionals are being swamped by 
new ru' ?s and regulations which are often unclear and they 
lack th( skills in modern management processes to implement 



the new ways of doing things. The result is deteriorating 
facilities and services, a loss of public confidence and an 
overall decline in public health. 

Particularly worrying is the increasing spread of infectious 
diseases, especially sexually transmitted diseases. Under Soviet 
rule, HIV/AIDS was deemed a problem outside the Communist 
sphere and any medical or public health risks to society were 
consistently denied. The legacy of this blinkered approach is 
that awareness and knowledge about HIV transmission and 
risk behaviours is almost non-existent, even among the health 
professionals. 

In the autonomous republic of Achara in the south-west of 
Georgia both the health and political reforms have had little 
impact. Here, HealthNet confinued its project managing and 
developing the Kobulefi Dispensary for Vulnerable People. This 
serves the most vulnerable IQo/o of the population: pensioners 
without support, displaced people and the poorest families. The 
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PROJECT TITLE Healthcare 
development project, The Republic 
of Georgia 

LOCATION Tbilisi and Achara 



GEORGIA 



START DATE Aprihggy 

TARGET POPULATION Internally 
, displaced, risk groups for HIV/AIDS 
and vulnerable populations 

PARTNERS Regional Health 
Authority, Georgian AIDS & Clinical 
Immunology Research Centre 

FINANCED BY MSF Holland 




scree] ing system originally implemented by MSF to identify 
those most in need was further developed and promoted and 
its ad ninistration successfully handed over to the Kobuleti 
Socia Affairs Department. In April 1998, a contract was 
signe I with the Acharan government to set up a cost-sharing 
scher e to cover the Dispensary running costs. Four months 
later, ^lealthNet again handed over all these initiatives to the 
Minis ry of Health. 

Alonj with other former Soviet countries, Georgia is at high 
risk c ' witnessing the rapid spread of HFV/AIDS unless urgent 
measi res are taken. Through its safe blood supply project, 
taken over from MSF in 1997, HealthNet is the lead agency 
work] ig with the UNAIDS Theme group in Georgia and has 
devel iped links with other institutions working in HFV^/AIDS 
preve ition. 

Healt iNet's pilot project in HRA/AIDS prevention has been 
targe at the capital, Tbilisi, where about a third of the 
overa 1 population live. The year has seen HealthNet continue 
to pr( mote an increased understanding of HfV/AIDS and STDs 
and t » provide the Georgian AIDS 8t Clinical Immunology 
Reses xh Center with technical and financial support for its 
publi education and mobilisation program. 

Spon ored by UNAIDS, HealthNet joined in a rapid assessment 
missi in with a consultant from the Trimbos Institute at The 
Neth( rlands Institute of Mental Health and Addiction. The 
resuh ; provided the basis for a project proposal on the 
preve ition of HFV/AIDS and related infectious diseases among 



prisoners, one of the highest risk groups in the country. 

Following a request from the Georgian Ministry of Health, 
HealthNet developed a series of management training courses 
for hospital and polyclinic directors and managers. Working in 
partnership with the National Health Management Training 
Centre, a consultant spent six months assessing the current 
needs. Their report identifies both the real need for such 
training and, equally importantly, a willingness on the part of 
the directors and managers to invest their time. 

By the end of 1998, HealthNet was still trying to secure 
sufficient funding for both the HFV/AIDS and training projects. 



Mozambique 

Bringing health care 
to rural communities 



Moza nbique has now enjoyed seven years of political stability during which the democratic 
proce JSCS have been strengthened. Today the country is moving increasingly from 
rehat ihtation to long-term development. As a result, it is one of just a handful of countries 
selecl ^d by the Dutch government to continue receiving Dutch foreign assistance. In Nampula 
Provi ice, one of the most heavily populated and poorest in the country, this assistance plays a 
key r )le in building up and strengthening vital private and public institutions. 



In the } [?alth sector, the emphasis dearly needs to be on 
support ng improvements to the government health services 
and en( [)uraging better health through prevention by 
involvi] g the communities themselves. The region has very 
high m ternal and child mortality rates and poor 
enviror nental health conditions mean that the population is 
suscept ble to outbreaks of infectious diseases. The health 
system tself operates within several constraints. There are few 
health^ /orkers with medium or advanced level training which 
limits t )th the quality of care and its availability in rural 
areas. 1 1 the same time, problems in drug supply lead to 
extendi :l periods of drug shortages and the physical 
infrastr icture of the health system is inadequate and 



deteriorating. The District Health Departments themselves have 
limited resources which means that rural communities are 
often not reached. As a result, there is low vaccination 
coverage and little support to Community Health Workers. 

Based in the Southern region of Nampula Province, HealthNet 
is working to improve the health of, and health service 
provision for, the population, particularly for the women and 
children. Co-ordinated by a Steering Committee made up of 
the four District Health Directors, a representative of the 
Provincial Health Department and the HealthNet Programme 
Manager, the aim is to improve the quality and delivery of 
maternal and child health (MCH) services and increase 
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PROjECT TITLE Okhaliha Ekumi 
Project ('Supporting Health' in the 
Macua language) 

LOCATION Nampula Province 

START DATE July 1998 

END DATE June 2001 

TARGET POPULATION Local 
population in four districts - 
c. 900,000 

FINANCED BY Royal Netherlands 
Embassy, Maputo, ICCO 



vaccii ation coverage. Rehabilitating specific health 

infras ructures and improving the drug supply system are also 

key p: iorities of the project. 

A wee ^ long technical seminar for all MCH nurses and 
midw /es in the region was particularly important. 
Conce itrating on pre-natal care, delivery and referral 
proce( ures, the seminar was a step forward in developing 
effect: strategies for combating the very high rates of 
mater lal mortality. Field supervision following the seminar 
and H ^althNet's continued support of the annual refresher 
cours( s for traditional midwives ensured that a great deal 
contir aed to be done to improve the care of mothers in 
childb rth. 

Up-to date treatment techniques for respiratory infections, 
diarrh )eal diseases and malaria were provided for health staff 
and c< mmunity volunteers in a series of three-day courses 
held i I each district. Volunteers from three of the districts were 
also t] ained in cholera prevention and education techniques. 
Durin, ; the cholera epidemic in 1998, these volunteers were 
also s pported in their efforts to bring these to individual 
famili s in a door-to-door campaign. 

Durin, ; the war in Mozambique the health sector was targeted 
by rel :^ls as way to undermine social stability. This caused a 
bread in trust between parts of the population and the health 
servic s. The programme is working with the health staff to 
bridge this gap, and re-establish the basic trust necessary to 
rebuil . society. 




For the Polio Eradication Campaign, HealthNet provided 
training for health workers and community volunteers as well 
as transportation and other related costs for the mobile 
vaccination teams. Further transportation support was also 
provided for the other regular vaccination activities through 
the year. In the coming year, HealthNet is aiming to provide 
transportation and the necessary 'cold chain' equipment for 
those vaccinations which need to be maintained at a constant 
temperature. 

Towards the end of 1998, attention turned to the real need to 
rehabilitate the health service buildings. By the end of the 
year, work on four health posts, two residences, a pharmacy 
waiting area and latrines and bath houses had either been 
completed or was underway. 

This work will continue in the coming year. Other plans 
include providing 'training of trainer' courses in mother and 
child health, vaccination and supply systems as well as 
ensuring stronger technical support to planning, management 
and supervision. 



P aki Stan / Af gh a n i stan 

New weapons against an old enemy 



Whil ^ the strict rule of the Tahban has brought some stabiUty to much of Afghanistan, the 
civil war continues in the north and centre diverting government energies away from 
rebu Iding even a basic infrastructure. The years of conflict have left the population living in 
dreailful conditions with little in the form of social services or health care. For the 1.5 miUion 
Afgh ans still living in refugee camps in Pakistan, the conditions still fall a long way short of 



whei e they need to be to entice them home. 

The Ta iban themselves regard non-governmental 
organi ations and UN agencies working in the country with 
suspici )n. In 1998 this was characterised by increasing tension 
betwee i the Taliban authorities and the international 
organi ations, which culminated in the expulsion of the latter 
from t e capital of Kabul in July. The UN agencies also 
curtail d their activities in the wake of the US missile attack 
and th ■ retaliatory killing that followed. 

As the poorest country in Asia, Afghanistan's health services 
are wc ?fully deficient. The improvement in security in the past 
few ye its has led to increased provision of health care from 
UN an I NGO agencies under the nominal control of the 
Talibai -led Ministry of Public Health. Malaria remains a real 
threat, having taken its grip during the war as the health 
systen broke down, control measures were disrupted and large 



numbers of people with no natural immunity moved en masse. 
Having taken over the malaria control programme from MSF 
in 1993, HealthNet has introduced a series of successful 
preventative techniques. Working with other NGOs, the 
Ministry of Public Health, UNHCR and WHO, HealthNet staff 
both co-ordinate and improve all malaria control activities in 
both Afghanistan and among the refugees in Pakistan. The 
programme, which was extended in 1998 to cover both 
Kandahar and the Southern Region of Afghanistan, has two 
core approaches. 

The first is aimed at promoting sustainable methods of 
personal protection and thus to control the spread of the 
disease. With livestock and domestic animals one of the prime 
sources of the spread of malaria, it was clear that treating 
them with insecticide would dramatically improve prevention 
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PROJi ;CT TITLE Prevention and control of malaria in 
Afgha listan and in the refugee camps in Pakistan 

lOCA HON Eastern and Southern Regions of Afghanistan 
(centr jd on the cities of Jalalabad and Kandahar respectively) 
and N jrth-West Frontier, Punjab and Balochistan Provinces of 
Pakist m 

STAR' DATE October 1993 

TARG -IT POPULATION About 1.5 million Afghan refugees in 
Pakist m and local populations of Eastern and Southern 
Afgha listan 

PARTtJERS Ministry ofPublic Health. WHO, WFP, 
Cover iment of Pakistan's Afghan Refugee Organisation, 
local c nd international NGOs 

FINAI ICED BY European Union, UNHCR, WHO 



PAKISTAN/AFGHANISTAN 




effort* When HealthNet first introduced this approach in 1997, 
it pro^ ed markedly more successful and cost-effective than the 
altern tive method of house spraying. For example, in the 
badly- affected Adizai camp, the number of cases fell from 
1,032 rases in 1996 to just 44 in 1997 at a cost of just $125. 

Ensuri ig the supply and use of impregnated bed-nets has also 
provei an effective defence. Since 1993, 230,000 of these have 
been « :)ld throughout seven Eastern Afghanistan provinces. 
Today they are protecting some 800,000 people. To remain 
effect] / e, the nets must be retreated with insecticide' each year 
and s( v^eral distribution methods have been tested to ensure 
the mi St effective way of achieving this. 

The c( St of the bed-nets themselves may be beyond the means 
of son e people. Up to 50% protection, however, is possible 
throuj h treating chaddors (Islamic head and body wraps) and 
outer »ed sheets with insecticide. Although this is a slightly 
less el ective option, it is cheaper and gives a reasonable level 
of pro ection. 

By US] ig a combination of all three methods within 

comm inities, HealthNet is ensuring that everyone has some 

form ( f protection against malaria. 



diagnostic work in each clinic. Through these activities, the 
programme is developing into a regional resources center for 
the prevention and control of malaria. 



The Si :ond core approach of the programme focuses on 
trainii g. Courses for malaria microscopists and doctors are 
provic sd for staff of partner organisations. HealthNet also 
maint ins malaria reference centres in both Pakistan and 
Afgha listan which help to ensure the quality control of 
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Afte almost 14 years of civil war, Peru today is edging towards economic and political 
stabi lity. Inflation has reduced, foreign investment has increased and the government has 
initi: ted reconstruction scheme^ in the rural areas, including investments in health and 
educ ition. However, 46o/o of the population still lives below the poverty line and public 
servi ces are far fi:*om adequate. With the destructive effects of El Nino and the Asian crisis, 
Peru is facing a period of recession affecting particularly the small and medium-sized 
busi] lesses. Both production and employment will decrease. 

Ayacu ho is one of the poorest departments of Peru and an problems, are recognised but ignored. 

area o high unemployment. It bore the brunt of the political When HealthNet took over the Mother and Child Health 

violen e of the 1980s and early 1990s. Many of those who Programme from MSF in January 1998, the first step was to 

stayed are traumatised; many others migrated to the coastal assess the immediate needs of the local population. 

areas ; nd Lima. Alcoholism and family violence are prevalent Alcoholism, family violence, and mother and child health were 

and th ? health of mothers and children is poor with high rates clearly identified priorities. Using the experience gained from 

of mfc rit and maternal mortality. MSF, the team developed a plan which emphasised the active 



While :he Ministry of Health has begun a basic health care 
progra nme in the rural areas, the staff are concentrating on 
curati^ e rather than preventive services. Problems such as 
alcohc ism and violence, regarded in Peru as mental health 



participation of all those involved. As a result, relations with 
government health personnel were reinforced, teachers were 
met with and motivated, and a group of active village men 
and women selected to work with the team. 



Training of each of these groups was essential if they were 



PERU 



PROJI CT TITLE The community health and social 

rehabi itation in the provinces of Fajardo and Vilcas Huaman 

LOCA 'ION Department Ayacucho, Provinces Fajardo and 
Vilcas Huaman (a total of 13 villages) 

STAR" DATE January 1998 

END DATE December 1999 

TARG :T POPULATION 40,381 people in the rural areas; 
health personnel and teachers; community members (men, . 
wome 1, adolescents and authorities) 

PARTI lERS Ministry of Health, Ministry of Education and 
co-op( rating authorities. Contacts have been established with 
local c rganisations such as KALLPA, Chirapagh, Manuela 
Ramo and Vecinos Peru 

FINAflCEDBY MSF Holland 




then t( go on and educate their peers. In May 1998, a series of 
trainir ^ workshops were developed and tested and specially 
design 'd appropriate education materials and information 
sheets prepared. 

The in plementation of these interventions at the community 
level § )t underway in Fajardo and Vilcas Huaman. Using 
partici )atoiy exercises, those attending were able to explore 
and ui derstand alcoholism and family violence, acute 
respire ory infections and diarrhoea. Later in the year, two 
furthei workshops, on Participatory Methodologies and 
Leader -hip, were also introduced. 

Each \ orkshop was followed by active sessions where the 
trainee > themselves prepared to teach others what they had 
learnei . Various methods such as theatre and role playing, 
puppei > and drawings are used to spread the message to others 
in thei village. It is planned to include video recordings of the 
role pi lying in the near future. By working with the 
popuk ion in the design and implementation of these 
comm nity interventions, social rehabilitation processes are 
streng hened. . 

At the request of donors, HealthNet International developed a 
projec proposal on sexual and reproductive health of 
adoles ents, which is expected to begin in the latter part of 
1999. his year will also see the implementation, in 
conjur .:tion with KALLPA, of a school health programme 
alongs de campaigns on acute respiratory infections and 
family violence. 
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Romania 

Broadening the horizons 
of medical speciahsts 

Sinc^ the Revolution in 1989, Romania has edged towards democracy and economic reform, 
part cularly following the election of a more progressive government in 1996. However, the 
vast majority of the population continues to live with low incomes or unemployment while 
stru:[gling to cope with the demands of a modernising society. The country is not yet back to 
its p re-revolution production or economic levels. 



In 19' 8, preparations were made for major reforms in the 
healtl sector. These will directly affect the positions and 
profe! clonal requirements of both medical specialists and 
famil; practitioners. While it will be a major step forward in 
the lo ig term, the short term effect will be to reduce the 
perfo] rnance of an already under-resourced system. 

Measi res to improve the efficiency and quality of the health 
servic ^ are badly needed. Decentralisation and democratisation 
in the health sector are essential, as is the assistance of a 
numb ?r of Dutch organisations in the development of Family 
Medi( ine. 

Healt Net's key aim is to give Romanian specialists, who 
curre] tly tend to work in isolation, the opportunity 



to experience working in a modem health system, to 
encourage them both to perform better and to become 
advocates for change. 

Since 1990, between 13 and 15 specialists each year have 

spent two months working alongside a Dutch equivalent in 

a Dutch hospital. They are carefully selected against specific 

criteria such as motivation, age, professional interest 

and language skills. Most fellowship places are found in the 

randstad, with the university hospitals of Utrecht 

and Amsterdam taking the largest number of specialists. 

1998 saw 14 such specialists undertaking these fellowships. 
While there are some techniques which they will not be able 
to use in Romania through lack of equipment or organisation. 



ROMANIA 



PROJI CT TiTLE Support to Romanian specialists 



PROJI CT FEATURES Started in , 1990 by M^decins Sans 
Frontit res (MSF) Holland, the project was taken over by 
Health Net in 1996. Current planning of activities extends well 
beyoni 2002, 

START DATE September 1996 

TARGI T POPULATION Medical specialists from throughout 
Romai ia but mainly from Transsylvania. Indirectly, the project 
aims t ) support the patients in hospitals. 

PARTI lERS In Romania: Duromef, a local NGO 

In the Netherlands: Dutch medical specialists who are prepared 

to recc ive a colleague from Romania. 

FINAF CED BY MSF Holland 




the va t majority learn many relevant skills. But their visit funding is also being sought to continue the 

does n ore than teach them new skills: it gives them the fellowship programme itself. 

chanc( to see for themselves how a modem health system 

works and how the staff within it interact. In Romania, for 

examp e, specialists do not tend to discuss work with the 

nursin 5 staff and to see the real benefits of this in action 

helps 1 lem to reconsider their own way of working. Most are 

also c( mpletely new to the use of diagnostic or treatment 

protoc )ls or guidelines. 

In 199 J, those Romanian specialists who had completed the 
fellow hip founded an association, Duromef, which today has 
98 me nbers. With the support of HealthNet, the association 
helps ' nth the selection of new specialists, organises hospital 
mana^ ;'ment workshops and holds an annual meeting. 

In ant ::ipation of the planned end of the project in 1999, 
a sym osium was held in June at the University Hospital of 
Utrech with speakers from both Romania and the Netherlands. 
Here i was recommended that, given the huge health needs 
of the ;:ountry, Health Net should continue to work in 
Romai ia with the focus moving towards the relationship and 
collab ration between medical specialists and family 
practh oners and others working in the front line of 
health care. 

By the end of the year, Duromef had submitted 15 project 
propo: als. HealthNet will submit those that qualify for its 
suppo t to various donors for funding and it is hoped that 
severa will be operational by the end of 1999. Further 



Rwanda 



Ensuring quality care 
for the victims of war 

The mpact of the civil war and 1994 genocide in Rwanda is still felt by those who survived 
and who are now trying to rebuild their lives. Any progress towards reconciliation and peace 
is h< mpered by the continued instability of the region, particularly the war in the Congo. The 
pres 'nt government in Kigali remains under threat from the perpetrators of the genocide who 
hav( regrouped and now plague the borders. Such insecurity remains a major barrier to those 
wan ing to return home and resume a normal life and limits the resources which the 
gov( rnment can invest in providing social services which are badly needed, particularly as the 
cour try faces the huge task of resettling an estimated one million refugees. 

Any such services tend to be based in the capital Kigah. 
As a result, many of those living in the rural areas, where the 
most common problems can be avoided by basic preventive 
measures, have no access and risk developing permanent 
disabilities. 

HealthNet has worked closely with the Ministry of Health 
and several local organisations to develop appropriate 
rehabilitation services for the disabled and for those at risk of 
developing permanent disabilities from previous injuries. 



The U] stable situation has meant that basic health services 
remai] in tatters. The chaos of 1994 saw facilities looted and 
destro 'ed, skilled staff either kihed or forced to flee the 
count! / and basic management and supervisory systems 
severe y compromised. Those health facilities and services that 
are fu ictioning are doing so at greatly reduced levels. 
Specie ised services, such as those for disabled people, are 
almos non-existent in many areas; services which are sorely 
needet in the light of the severe mental and physical injuries 
suffer! d by many. 



RWANDA 



PROfEi T TITLE Towards better care for war victims and 
hsndica )ped in Rwanda througli the development of 




i', 




mmiiu 



LOCATK Kigali and n health districts 
START C ME August! 995 
END DATE Novemben998 

TARGET POPULATION Disabled and vulnerable groups 
PARTNE RS Ministry of Health, local and international NGOs 
FINANC ED BY MSF Holland, European Union 




The strc 'egy was threefold: the provision of relevant training 
and res -urces and enabling policy development in the field of 
commu lity-based rehabilitation. 

During 1998, 11 doctors and 22 nurses attached to the 
11 regi( nal hospitals have completed training programmes 
aimed ; i: giving them the knowledge and skills to provide 
much r -eded care to those suffering from complicated 
orthopj edic and trauma injuries. HealthNet also continued to 
suppor the orthopaedic department of the King Faisal Hospital 
in Kiga i, which provided the main curative services during 
the ger ocide, until March 1998 when the hospital went into 
private hands. 

Health let worked closely with several of the organisations 
and in ritutions active in the field of rehabilitation in Rwanda. 
Just 01 e example was the provision of a surgeon and 
anaest letist to the Gatagara Rehabilitation Centre twice a 
month to undertake corrective surgery for disabled children. 
Health ^Jet also sponsored monthly meetings at the University 
Hospit il of Butare providing consultation and on-the-job 
trainh g for health staff in dealing with complicated 
orthoi aedic and trauma cases. Liaison with other organisations 
rangei from collaboration and information exchange to 
provic ing direct funding and technical support. 

1998 ilso saw a significant contribution in the development of 
a mul i-sectoral strategic plan for the rehabilitation of the 
disab: :'d following a major workshop which brought together 
the k. y stakeholders. The final plan will help organisations to 



set priorities and plan their activities in a co-ordinated way. 

Although the project ended in November 1998, HealthNet was 
asked by the Ministry of Health to assess the needs in the 
nursing sector. As a result, HealthNet has produced a project 
proposal focusing on the development of the nursing sector at 
both national and peripheral levels, and is aiming to explore 
the needs in the area of mental health. 

Rwanda has a long way to go to establish peace and 
reconciliation. It is a process which continues to need 
considerable time and resources before real and positive results 
are achieved. 




outhem Sudan 

lighting river blindness 
in Southern Sudan 



began w.a. a ™j„. „i,i,a,y offensive which was followed by worst drought and 
^m, ,e seen in the region for over a decade wia, some 2.6 ntiUion Sudanese people afl'ected 
The , „ternatio„al community of non-governmental organisadons working i„ the south 
desc, ibed the situadon as having reached 'unimaginable and extraordinaty levels' 
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? million people in Africa are infected with 'river 
■'S\ or onchocerciasis. The disease leaves its victims 
ind or severely visually impaired and thus wreaks 
Id economic havoc among rural communities. In the 
e World Health Organisation launched an intensive 
ri to eliminate the disease in West Africa and four 
) extended this to a further 19 countries throughout 
)ical Africa. 

rn Southern Sudan, initial studies of the prevalence 

ease, which requires annual treatment for at lest ten 

)wed that treatment was required in 6O0/0 of 

ties. It was clear that an organised national 

.n programme of the treatment drug, ivermectin, was 

ind in 1996 HealthNet became the co-ordinating 

r all the work being undertaken by 
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non-governmental organisations. 

In this vast area of country characterised by harsh terrain 
bad roads and little infrastructure, there is a severe shortage of 
trained health workers and facilities. Finding sufficient staff to 
operate a national ivermectin distribution programme, 
therefore, is a daunting task. 

The manufacturers of the treatment drug ivermectin 
(Mactizan®), Merck, donate the drug to any countiy with 
endemic onchocerciasis for as long as necessary with 
applications to begin a programme being filed with the 
Mectizan® Donation Program in the United States. As the 
co-ordinating agency, HealthNet is responsible for filing the 
applications and reporting back to strict requirements. 

One of the most rdiable control programs, adopted and 



SOUTHERN SUDAN 



PROJE* :T title Southern Sudan Onchocerciasis Control 
Prograr ime 

LOCAT ON Southern Sudan: Bahr el Ghazal, Laices, Eastern 
and We >tern Equatoria, Jongiei, Upper Nile 

START DATE March 1996 

TARGE r POPULATION 800,000 residents, internally 
displac jd, returnees (80% of the cases in Sudan) 

PART^ ERS 33 international and local NGOs Southern Sudan 
Relief c nd Rehabilitation Association African Programme for 
Oncho :erciasis Control UNICEF/Operation Lifeline Sudan 
The M( ctizan Donation Programme 

FINANCED BY VISIO APOC 




suppoi ed by WHO's African Programme for Onchocerciasis 
Contro (APOC), is to use locally trained volunteers as 
distrib tors in a mass distribution of the drug to entire 
commi nities. This is known as 'community directed treatment 
with iA ermectin' or CDTI. The approach relies on the 
commi ment of health workers and communities to mobilise 
sufficii nt resources once a year to ensure the treatment is 
carriec out. As such, it makes the communities themselves 
respon dble for the efforts to control the disease. 

Health vfet's two key objectives for 1998 were to increase the 
numbe - and coverage of ivermectin treatments and to begin 
the tra ning of local health workers and community selected 
distrib itors. With HealthNet's assistance and in partnership 
with ^ :}0s, APOC and the local communities themselves, 12 
local I :'ople attended a multi-country APOC workshop in 
Nairot , 37 attended a CDTI 'trainer of trainers' workshop, 95 
health workers and community leaders were trained in CDTI 
and II 4 volunteers selected by their communities were trained 
as con munity directed distributors of ivermectin. 

Despit ' 1998's devastating famine, the presence and severity 
of one locerciasis was evaluated in a further 65 communities. 
120,0( 0 people were treated, a 41% increase on 1997. 

1998 v'as the first year for the CDTI strategy and the results so 
far an promising. This is particularly the case in the 
willin ;ness of the communities to claim ownership of the 
initial ve by selecting their most trusted members to be trained 
as in\ ?rmectin distributors. The effect of this communal 



activity may exceed the aim of eradicating onchocerciasis 
alone. HealthNet remains committed to working alongside 
APOC to achieve a sustainable community- directed approach 
to this extra burden in war-torn Southern Sudan. 
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Stichting HealthlMet International, Amsterdam 
Financial statements 

1998 



Bal 

(After 



ance Sheet at 31 December 1998 

Appropriation of the Balance of Income and Expenditure) 



(In Dutc] guilders) 



Note 



December 31 
1998 



December 31 
1997 



Assei s 

Fixed J .ssets 

Receiv; bles From Supporting Institutions 
Other 1 eceivables 
Cash a id Banks 



3 
4 



80,514 
13,124,096 
183,036 
2,798,469 

16,186,115 



88,242 
6,932,880 
140,409 
2,502,089 

9,663,620 



Liabilities 

Loan 1\ SF-Holland 
Budget iiy Commitments 
Curren Liabilities 



6 
7 
8 



Total I ssets Less Liabilities 



315,000 
14,252,403 
769,014 

15,336,417 

849,698 



360,000 
8,440,273 
226,426 

9,026,699 

636,921 



Repres nting: 

Funcs 

Unrest icted funds 
Design ited funds 
Restric ed funds 



455,427 
379,970 
14,301 



299,378 
303,692 
33,851 



849,698 



636,921 
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StJitement of Income and Expenditure for the year ended 31 December 1998 



(In Du ch guilders) 



Note 1998 1997 

Income * 

Proje :t Grants 10,040,847 7,912,001 

Cons iltancies 10 91,012 55,897 

Dona ions from others 54,967 77,148 

Interist 30,728 49,096 

Othei 11 205,514 150,439 



10,423,068 8,244,581 



Expenses 

Proje :ts 12 9,125,300 7,548,024 

Consultancies 10 128,552 76,404 

Offic ' 13 956,439 ^ 811,427 



10,210,291 8,435,855 



Balai ce of Income and Expenditure 212,777 -191,274 



Appropriation of the Deficit/Surplus 9 

Unrei tricted funds 148,323 165,811 

Desig lated funds 84,004 -143,585 

Restr cted funds -19,550 -213,500 

212,777 -191,274 



4. 



Notes to the Financial Statements 



1 Get eral 



The foundation STICHUNG HEALTHNET INTERNATIONAL was incorporated on October 26, 1992. The main objective of 
the foundation is to contribute to a sustained improvement of the health of vulnerable population groups in areas hit by 
crises by means of a development oriented approach, as soon as this becomes possible. 



2 Aec3unting policies 

The following accounting policies have been applied consistently in dealing with items which are considered material in 
relation to the financial statements. ' 

Foreign currencies 

Transactions in foreign currencies are recorded using the rate of exchange at the date of the transaction. Monetary assets 
and liabilities denominated in foreign currencies are translated using the rate of exchange at the balance sheet date and 
gains or losses on transactions are included in the profit and loss account. 

Fixed assets and depreciation 

Tangible fixed assets are stated at the historical costs less depreciation. Depreciation is provided at the following rates: 

Office furniture ^ 14.3% per annum 

Office equipment 20.0% per annum 

Office reconstruction 33.3% per annum 

Computer hardware and software 33.3% per annum 

Other assets and liabilities 

All other assets and liabilities are stated at nominal value 
Income and expenditure 

Income and expenditure are recorded in the period to which they relate. 
Project grants 

Pledged project grants and the resulting budgetary commitments are stated in the balance sheet on the date of the pledge 
Grants are recognised as income in the statement of income and expenditure in proportion to the progress of the project. 



Costs 

The expenses of the Amsterdam office staff directly attributable to projects, are stated as such under the corresponding 
heading. 



3 Fi ::ed Assets (In Dutch guilders) 



Furniture Reconstruction 



Equipment 



Computers 



Total 



Cost 

Balance at 1 January 1998 

Additions 

Disposals 

Balance at 31 December 1998 



57,151 
5,557 



62,708 



19,948 



19,948 



23,847 



-1409 



22,438 



80,986 
22,928 
-22,135 

81,779 



181,932 
28,485 
-23,544 

186,873 



Depreciation 

Balance at 1 January 1998 
Charge for year 
Disposals 

Balance at 31 December 1998 



15,426 
9,031 



24,457 



4,987 
6,650 



11,637 



19,785 
1,412 
-1,409 



19,788 



53,492 
19,120 
-22,135 

50,477 



93,690 
36,213 
-23,544 

106,359 



Net book value 

At 31 December 1998 



38,251 



8,311 



2,650 



31,302 



80,514 



4 Receivables From Supporting Institutions (in Dutch guilders) 



1998 



1997 



Balance at 1 January 

Add: Pledged project grants 

Less: Received project grants 

Non-applied project grants 
Exchange differences 

Balance at 31 December 



6,932,880 
16,605,391 
-9,676,827 
-690,349 
-46,999 

13,124,096 



6,912,127 
8,286,147 
-7,908,984 
-427,719 
71,309 

6,932,880 
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No :es to the Financial Statements 



4 Re reivables From Supporting Institutions (continued) (In Dutch guilders) 



Project grants haye been received from: 





1998 


1997 


Asian Development Bank 


448,218 




Commission of the European Union 


3,526,278 


2,806,594 


Dutch Government (NEDA) 


2,034,976 


. 433,917 


ICCO 


165,710 


180,928 


MSF-Holland 


2,920,008 


3,448,036 


Norwegian Church Aid 




107,761 


PACT (USA) 




. 167,737 


Stichting VISIO 


247,160 


529,549 


United Nations organisations 


298,523 


159,249 


Others 


35,954 


75,213 




9,676,827 


7,908,984 



5 Ca ;h and Banks (In Dutch guilders) 



6 Lorn MSF-Holland 



1998 



1997 



Cash and banks Amsterdam 

Cash and banks in project countries 



1,833,737 
964,732 

2,798,469 



1,731,025 
771,064 

2,502,089 



In the first three years HealthNet has been supported financially by 
MSF-Holland in the form of a subordinated loan of PL 450,000. The loan 
is free of interest with a repayment schedule which has started in 1996 
at PL 45,000 per year over a period of ten years. 



7 Bidgetary Commitments (in Dutch guilders) 



1998 



1997 



Balance at 1 January 8,440,273 8,419,446 

Add: Pledged project grants 16,605,391 8,286,147 

Less: Applied project grants -10,040,847 -7,912,001 

Non-applied project grants -690,349 -427,719 

Exchange differences -62,065 74,400 

Balance at 31 December 14,252,403 8,440,273 



Overview of budgetary commitments per country: 

Afghanistan 2,638,861 4,108,811 

Angola - 146,815 

Bosnia 1,643,108 

Cambodia 4,424,905 502,915 

Ethiopia 572,430 316,517 

Georgia ' 122,187 515,697 

Haiti - 157,242 

Mozambique 3,574,526 

Pakistan - 12,246 

Peru 843,458 1,281,820 

Romania 154,386 358,585 

Rwanda - 796,919 

South Sudan 215,229 238,164 

Uganda - 4,542 

Various 63,313 



14,252,403 8,440,273 



8 Current liabilities (In Dutch guilders) 

1998 1997 

Creditors 313,476 38,328 

MSF-Holland 87,723 21,660 

Other 367,815 166,438 



769,014 226,426 



No :es to the Financial Statements 



9 Funds (In Dutch guilders) 



Unrestricted 



Designated 



Restricted 



Total 



Balance at 1 January 1998 
Appropriation of the deficit/surplus 
Add/(less): Inter fund transfers 



299,378 
148,323 
7,726 



303,692 
84,004 
-7,726 



33,851 
-19,550 



636,921 
212,777 



Balance at 31 December 1998 



455,427 



379,970 



14,301 



849,698 



Unrestricted funds 

The unrestricted funds consist of accumulated funds wich may be used for purposes as approved by the directors. 
Designated funds 

The designated funds consist of the fixed assets capital fund, representing the net book value of the fixed assets of 
the foundation, and cost recovery funds related to the malaria control program in Pakistan and Afghanistan. This 
fund is increased by the income from sold mosquito nets and decreased by expenditures related to the 
replenishment of supplies. Although the sales price is below cost price, the surplus is caused by a free supply of nets 
by UNHCR an the European Commission (see also note 11). 



Restricted funds 

The restricted funds consist of not yet expended restricted donations. 



10 C Dnsultancies 

Expenses under this heading mainly include feasibility studies and assessment missions, carried out for the 
identification of new activities. The expenses include direct salary costs in the amount of PL 8,500 (1997: PL 8,000) 
related to staff wich are based at the Amsterdam office. 



11 Other income 

Other income represents the gross revenues from cost recovery schemes of wich the largest concerns the sale of 
mosquito nets in Afghanistan. At the end of the year the net revenues - being gross sales minus project costs - are 
added to the designated funds. 



12 PTDjeCt expenses (in Dutch guilders) 

Expenses per country: 



1998 



Afghanistan 

Angola 

Bosnia 

Cambodia 

Djibouti 

Ethiopia 

Georgia 

Haiti 

Mozambique 

Pakistan 

Peru 

Romania 

Rwanda 

South Sudan 

Uganda 



3,287,312 
111,875 
1,264,693 
1,257,083 

295,450 
356,278 

425,733 
121,413 
308,141 
204,062 
582,872 
910,388 



9,125,300 



1,764,103 
138,078 

955,419 
156,027 
445,979 
560,056 
168,682 
657,997 
445,363 
179,543 
200,127 
484,183 
986,956 
405,511 

7,548,024 



Expenses per cost category: 

Expatriate staff 
National staff 

Project administration costs 
Transportation 
Training/health education 
Medical and other supplies 



2,438,106 
2,321,030 
973,399' 
999,414 
537,866 
1,855,485 



2,558,236 
1,770,526 
931,702 
737,282 
362,614 
1,187,664 



9,125,300 



7,548,024 



The expatriate staff expenses include direct salary costs to an amount of Fl. 93,890 (1997: Fl. 132,600) 
related to staff which have been based at the Amsterdam office. 
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13 C ffice expenses (in Dutch guilders) 



1998 1997 

Salary and social security costs 589,789 535,991 

Pension costs ' 48,592 48,727 

Other personnel costs 36,088 23,227 

Office rent and utilities 70,888 68,258 

Office supplies ft services 89,590 90,135 

Audit, advice and other costs 121,492 45,089 



956,439 811,427 



14 Tersonnel 

The Amsterdam office employs 8.8 staff in Full Time Equivalents at the end of 1998 (1997: 8.4 PTE's) 
The administrators of the Board are not employed by the foundation and receive no remuneration. 

Amsterdam, 5 May 1999 



The Board of Administrators 

Y. Baune, chairman 

P.K.H. Meyer Swantee, vice-chairman 

J. de Milliano, secretary 

R.A.M.A. Keulen, treasurer 

H.J. Meijman 

A.M.P. Winkler 



x 



Auditor's Report 



4 



Introduction 

We have audited the annual financial statements for the year 1998 of the Stichting HealthNet International, 

Amsterdam. These annual financial statements are the responsibility of the stichting's board. 

Our responsibility is to express an opinion on these annual financial statements based on our audit. 



Scope 

We conducted our audit in accordance with auditing standards generally accepted in the Netherlands. 
Those standards require that we plan and perform the audit to obtain reasonable assurance about whether the 
annual financial statements are free of material misstatement. An audit includes examining, on a test basis, 
evidence supporting the amounts and disclosures in the annual financial statements. An audit also includes 
assessing the accounting principles used and significant estimates made by the board, as well as evaluating the 
overall presentation of the annual financial statements. We believe that our audit provides a reasonable basis 
for our opinion. 



Opinion 

In our opinion, the annual financial statements give a true and fair view of the financial position of the stichting 
as of 31 December 1998 and of the income and expenditure for the year then ended in according with accounting 
principles generally accepted in the Netherlands. 



Amsterdam, 1 June 1999 



KPMG Accountants N.V. 



V 
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